Background. Assessing ethical endorsement is crucial to the study of professional performance and moral conduct. There are no specific instruments that verify patients and professional experiences of ethical practice in the specific area of primary health care (PHC).
Introduction
Normative ethics describe the effective rules of conduct within clinical ethics. Historically, standards of professional conduct are enshrined in codes of conduct. These moral frameworks comprise common moral values and are assumed collectively by each health care profession 1 ; at present, ethical policies are moving beyond single professional groups and may affect all health care professionals. The role of codes of conduct in daily clinical practice is under debate and study. Some studies have reported that health care professionals' ethical attitudes are not influenced by these norms, 2 and their utility in resolving conflicts or ethical dilemmas is less than is claimed. Moral conduct in clinical practice and the effectiveness of codes are influenced by many factors: the institutional environment, the health care setting, professional experience, ethical education and accepted social values have all been shown to predispose professional attitudes. 3, 4 However, the doubts about whether the codes are useful do not mean that professionals do not perceive them as necessary. 5 Primary health care (PHC) has traditionally been concerned with personal, holistic health provision. 6 The commitment of PHC professionals is to the person or community, not to the disease or organic system. 7 PHC professionals seek closeness to the patient through continuity in relationships and easy accessibility to health services. 8 Therefore, interactions with multiple disciplines, agencies and community organizations or groups are intrinsic characteristics of PHC not always found in other health care settings. 8 This framework has raised the problem of measuring the ethical endorsement of PHC professionals and patients within the particular scope of PHC, and not only the general principles of normative ethics or the specific scope of a single professional group. 9 As there is a lack of specific instruments to identify how PHC professionals perceive their ethical conduct in clinical practice and how patients view this behaviour in their health care professionals, this study aimed to develop and validate a questionnaire to assess moral attitudes in daily practice.
Methods

Study design and setting
This paper reports the first stage of the Ethical Attitudes in PHC Study. This study aims to assess the endorsement of normative ethics by PHC professionals in daily practice. We carried out a validation study using specially designed self-administered questionnaires for PHC professionals and patients.
Item generation
The instruments were based on the Charter of citizens' rights and obligations in relation to health and health care services, 10 which is similar to patient charters in other countries. The charter was approved by the Department of Health of the Government of Catalonia (Spain) with the support of the Bioethics Advisory Committee in 2001 and has become a reference for ethics committees and health care institutions throughout Catalonia. The code is composed of 10 rights and 10 duties; as this study aimed to assess the endorsement of normative ethics, we focused only on the 10 rights.
A qualitative study with focus groups was conducted to develop an initial list of items to generate the most recognizable ethical attitudes. There were two similarly organized groups: PHC professionals and patients. The PHC professionals focus group included family physicians, nurse practitioners and social workers from four PHC located in different districts of Barcelona. To obtain a wide range of data from the professional thoughts, study collaborators from each PHC asked professionals to participate voluntarily according to their communication skills, age, gender and profession.
Participants in the patient groups were recruited from two PHC clinics according to subjective views of the communication skills of each candidate and included patients with a variety of ages and socioeconomic status of both sexes.
The focus groups were lead by a researcher and an expert in qualitative methodology and took place in a room suitable for group sessions within a PHC centre. Briefly, participants (patients or professionals) were informed of the aim and purpose of the study and of the focus group to obtain a set of specific behaviours that identified PHC clinical practice. The text of each of the 10 rights were then consecutively screened and read out by the researcher. The researcher then asked the participants which specific behaviour identified each right. The discussions were recorded and stored on digital file. This audio file was reviewed independently by the same two researchers who lead the groups; they individually transcribed the ethical attitudes. Subsequently, the concordance between the two lists was checked; if there was no agreement, the audio file was listened to again until there was agreement. The number of groups was established according to the data saturation point, meaning that if additional groups were organized no relevant information would be collected. Once the saturation point was reached, all ethical behaviours from all groups were merged in one list, and those considered redundant were removed. The wording was adapted to an item form by four authors after review, without changing the meaning substantially.
Instrument validation
Fifty-four of the original authors and co-authors of the Charter of Rights were contacted. Each expert assessed the suitability of each ethical attitude by scoring them on a scale from 1 to 5 (1: the item does not correspond to this general norm at all, 5: the item corresponds perfectly to the general norm). Attitudes with a high level of consensus were selected and compacted in a single list.
Face validity and item refinement were made by interviews with a subsample of PHC professionals (n = 9) and patients (n = 11) that showed the two groups required differing arrangements in wording. Therefore, there were two subsets of items: a group of ethical attitudes present in all cases and a group of items that could have occurred or not. The process ended when all major wording problems were detected and addressed. At this stage, the set of items for PHC professionals and patients differed in appearance; there were divergences in item wording, and the group of general and specific items differed; for this reason, two different instruments for PHC professionals and patients were validated.
Test-retest was used to assess the reliability of the scores over the time the two questionnaires were recompleted by a subsample of PHC professionals (n = 20) and PHC patients (n = 21) over a 2-week period. The intraclass correlation coefficient was considered at item level; items in which the score change was not reliable were discarded.
Ethical endorsement
Internal consistency and construct structure After sample administration, the internal consistency was determined using Cronbach's alpha and a split half test. Factor analysis with principal component analysis (PCA) with varimax rotation was used to identify and describe the underlying latent construct of the questionnaires. As PCA analysis requires data completeness, only the items of the general part of each questionnaire were analyzed, leaving aside the specific part.
Once administered, the scores were analyzed using PCA with the variables forming the first part of the questionnaire as supplementary variables.
Pilot test
A pilot test was carried out in two subsamples of professionals and patients (N = 40) to ensure that both professionals and patients could fill in the questionnaire in 10-15 minutes.
Questionnaire design and sampling
The final questionnaire had three parts. For PHC professionals, the first part collected information on gender, age, profession, years of professional experience and a question to choose one of four options to describe knowledge of the Charter of citizens' rights: from no knowledge to know the whole content. The second and third parts consisted of a set of items with general and specific ethical attitudes. Professionals were asked to score their perception of endorsement of each of the items on a 0-5 rating scale ranging (from "I almost never consider this attitude" to "I always consider the attitude"). The questionnaire for PHC patients had the same parts, but additional information was collected: gender, age, opinion of quality of health care given by PHC professionals and confidence in PHC professionals. The heading of the second and third parts of the questionnaire was How often do you think that family physicians and nurses of the Primary Care Center take into account the following attitudes? Patients were asked by the researcher to score their perceptions of the PHC professionals from whom they directly received care. The rating scale again ranged from 0 to 5 (from I think the healthcare professionals in this PHC never consider this attitude to they always consider this attitude).
The questionnaire was sent to a convenience sample of professionals from 43 PHC centres. We planned to collect a similar number of questionnaires from patients of three of the 43 PHC centres.
The questionnaire for PHC professionals was designed to be completed online in order to facilitate participation. Website forms were generated for each of the 43 PHC centres included. Professionals who agreed to participate accessed the web form and completed the questionnaire. Incomplete responses were only accepted for the specific ethical attitude items. For the patient's questionnaire, the instrument was in written form. Patients waiting for medical attention were informed of the aims and procedures of the study. Patients were excluded if they stated that they did not regularly attend the PHC in question. All questionnaires were administered anonymously. The data collection of the study took place between the 2nd and 18th March 2012.
Analysis
A consensus statistic was used to select items that the majority of experts scored as in the highest category or close. 11, 12 We selected items with a high level of consensus (>80%). The other items were considered not valid.
The time reliability of each item was tested between two similar assessments using the intraclass correlation coefficient (ICC 2,1 ).
The reliability of the general items of ethical attitudes was calculated using Cronbach's alpha, which was considered acceptable if the value was >0.8. In addition, a split half test was performed to detect any incongruence.
The structure and subscales of the general items were analysed using PCA followed by varimax rotation. To determine the number of factors in the PCA solution, only factors with an eigenvalue of ≥1 were retained. A minimum factor loading of 0.40 was used as the criterion for each retained item and a difference of ≥0.15 between the primary loading and any secondary loading for an item; items without this difference were assigned to the named factors with the most theoretical sense.
Data from sociodemographic variables were introduced separately in each PCA as supplementary variables. A value from a test based on normal distribution was used to identify factors that significantly influenced ethical perception.
Missing data analysis PHC patients' questionnaires with one to three blank items on the ethical attitude items were completed using a multiple imputation approach to impute missing data. This problem did not arise in PHC professionals' questionnaires as the web form system did not allow for blank answers. All analyses were conducted using the R version 2.14.2 for Windows statistical software package with repositories.
Results
Item generation
Data saturation point was observed after conducting six focus groups with a total of 26 professionals and 24 patients. The age in the patients group ranged between 19 and 82 years. After removing redundant information, we obtained a list of 100 ethical attitudes (PHC patients = 44 and professionals = 56).
Validation
Fifteen of the 54 authors and co-authors (27.78%) of the Charter of citizens' rights agreed to participate in the expert validation process by assessing the suitability of the ethical attitudes. All were members of the Bioethics Advisory Committee of Catalonia, which includes professors of medicine, philosophy, education, economy, pharmacology and sociology and health care directors and is supported by the Catalonian government.
The experts reached a consensus of >80% in 51 (51%) ethical attitudes, of which 14 were redundant as they concerned the same attitude and were unified to form a single attitude. As a result, there were 37 validated attitudes, of which four only applied to professionals (e.g. carrying out regular continuing education or conflicts of interest in research). Table 1 shows the ICC 2,1 for the rejected ethical attitudes without time consistency: four items from the general section for professionals and five for patients were not sufficiently consistent and were excluded. The final questionnaire was therefore composed of 28 and 33 items for PHC patients and professionals, respectively. Figure 1 shows a flow chart from the initial ethical list to the final set of items that formed the two questionnaires. The final set of items are on the Appendix, note that these are not the validated form as the original are in Spanish.
A total of 273 completed questionnaires were received from professionals of 43 PHC centres. The results of the descriptive analysis are shown in Table 2 . One hundred nine (39.90%) professionals answered Don't know the Charter of Rights or Know but not its contents, meaning that they had no effective knowledge, whereas 164 (60.10%) had effective knowledge (Know contents partially or Know contents totally). Of the professionals who participated, 266 (97.50%) were family physicians or nurses.
For patients, a total of 291 questionnaires in three PHC were collected, and 262 (90.03%) were valid for analysis, with 35 (13.35%) requiring missing data management. The results of the descriptive analysis are shown in Table 2 . Two hundred and twenty-two (85.05%) participants had no effective knowledge of the content of the 10 general norms, whereas 39 (14.94%) had effective knowledge. Of patients, 160 (61.30%) scored good or above on the item of opinion on quality of health care given by PHC professionals and nearly half had a great amount of confidence in PHC professionals.
In the PCA analysis, the values of the communalities were >0.4 for all items. Table 3 shows the retained factors in the two questionnaires. In PHC patients, as there were three factors with an eigenvalue of ≥1, the items from the general part were reduced to a three-factor solution that explained 59.35% of the total variance. The rotated solution revealed a simple structure, with each of the three factors showing a number of strong loadings and most variables loading substantially. Each factor was labelled after content analysis of each item within its factors. Factor 1 related to 'professional identification and adequate atmosphere when visiting', Factor 2 to 'information and communication between professional and patients' and Factor 3 to 'healthcare equity' .
In PHC professionals, the 24 general items were represented by five factors that explained 54.80% of the total variance. After content analysis, each of the rotated five factors was labelled. Factor 1 relates to 'commitment to patients according to their healthcare needs' , Factor 2 to 'communication between professionals and patients and professional protection' , Factor 3 to 'use of information technology tools, continuing training and use of computerized healthcare records' , Factor 4 to 'self-identification of healthcare professional to patients' and Factor 5 to 'patient decisions after professional communication' .
Cronbach's alpha for the second part of the questionnaire (general ethical attitudes) was 0.91 and 0.90 in the questionnaires of patients and professionals, respectively, signifying high internal consistency. Split half test reliability showed a correlation of 0.81 and 0.83 in the patients' Ethical endorsement and professionals' questionnaires, respectively, and therefore the questionnaires could be considered reliable. Figure 2 shows that the first common factor of the PCA opposes subjects with lower and higher scores in the general items of the second part of the questionnaire. This showed the categories from the variables of the first part of the questionnaire (descriptive analysis) were associated with higher or lower scores in the second part. Patients who scored higher on ethical attitude items were associated with a better opinion of health care quality and more confidence in PHC professionals. In PHC professionals, those who had effective knowledge of the Charter of Rights scored higher on items; PHC nurses had higher scores compared with family physicians, and differences between PHC centres were observed: PHC numbered as 26 and 9 had lower scores, while 13 and 31 had higher scores.
Analysis of supplementary variables
Discussion
This validation study refined and tested two instruments designed to identify perceptions of ethical attitudes in daily PHC practice. Currently validated questionnaires measuring ethical practice focus on patient advocacy or ethical sensitivity. 13, 14 Nevertheless, they are designed to be applied to a single professional group and are not specific for PHC.
The consensus statistics used in the expert validation showed that experts viewed as valid only half the attitudes proposed directly by PHC patients and professionals. This revealed a high level of difference between professionals, patients and the experts who wrote the norms. This distance between the interpretation of the wording of the norm and the intended meaning that experts originally gave them should be a concern when adapting codes to real-life practice. Methodologically, the consensus agreement statistic used here ensured that only those items that the experts scored as in the highest rank or close were selected. It has been reported that commonly used inter-rater agreement statistics that categorize ranges of agreement are almost inappropriate as they maximize or minimize the agreement 15, 16 and do not assume dispersion from the targeted score. 17 Test-retest revealed that time was an influencing factor on opinion in some items. PHC professionals and patients had in common two of the rejected items. In practice, this could mean that assessment of these ethical attitudes with an item form would fall short and require other methods. However, most items showed sufficient reliability to ensure the time reliability of the two instruments. The number of factors in the subscales differed between PHC professionals and patients. According to the PCA analysis, three factors were obtained for PHC patients and five for PHC professionals. This may be due to the number of general items, which had seven items more for PHC professionals than patients. Nevertheless, it may be suggested that professionals can separate attitudes in detail, while patients constrict their view to questions surrounding their autonomy and health care service.
The utility of the validated set of items was shown by analysing the results using PCA with supplementary variables. On the one hand, PHC professionals with lower scores on ethical attitudes were more likely to be family physicians and have no knowledge of the ethical code. On the other hand, PHC nurses and physicians who reported knowing the code were associated with higher scores. These findings support previous studies that recommend continuing professional education on professional ethical duties. 18, 19 The results show the usefulness of comparing the perceptions of ethical endorsement between differing groups. In the patients' questionnaire, higher scores (perception of ethical endorsement) were associated with patients who had greater confidence in professionals and more favourable opinions on quality. These differences suggest that the validated instrument can identify greater or lesser ethical practice between groups. Although this analysis would need further study, this initial testing suggests that the scores may be used in future studies to explore ethical practice. Having two questionnaires with the same construction and based on the same code allows 
In bold, items corresponding to factor in columns. When an item loaded >0.4 in more than one factor, a difference of 0.15 was used to label; in items where there was not sufficient difference, they were assigned to factors with the most theoretical sense. For factor names see the text.
direct comparison of professional perceptions of ethical practice and the corresponding opinions of patients. The final analysis showed that the scores of the general part were associated with greater ethical endorsement in PHC professionals and a greater perception of ethical practice in patients. Although establishing a hierarchy for each ethical attitude was beyond the scope of this study, this step seems necessary to determine how each item is regarded to others and could provide information on the endorsement of each ethical norm. This point will be addressed in future studies using other approaches to test theory, such as the item response theory.
The validation study has some limitations. First, only the general items were fully validated, while the specific items underwent expert review and face validity, but were not included in the test-retest or PCA analysis, as there was nearly 70% of missing data per item. This group of items described circumstances not always present in PHC practice, and construct analysis would require other kinds of analysis, which might be useful to other researchers. Finally, while the sample size was not calculated beforehand, for both questionnaires the values of the communalities in the PCA analysis indicated that the sample included was adequate. 20 
Conclusions
In summary, the results of testing the two groups of items showed that they are valid to screen the ethical Validation, item refinement and reliability analysis showed that the instruments for PHC professionals and patients required different item wording and that the general and specific items differed. However, the two instruments refer to the same construct and could be used to compare overall results using other types of analysis.
The instruments warrant further testing and use with culturally diverse patients and PHC professionals. They could be used to screen and evaluate professional ethical endorsement and patient's perceptions and to assess professional values over time. This may be a potentially useful instrument for researchers and administrators. The importance of determining which factors influence ethical behaviour and the degree of validity of the same ethical standards lies in the commitment of professionals, health institutions and academics to promote ethical behaviour and good clinical practice. The final questionnaires, in their original language, are available from the first author on request.
